We investigated the role of parents' and children's religiosity in behavioral adjustment among maltreated and nonmaltreated children. Data were collected on 170 maltreated and 159 nonmaltreated children from low-income families (mean age = 10 years). We performed dyadic data analyses to examine unique contributions of parents' and children's religiosity and their interaction to predicting child internalizing and externalizing symptomatology. A four group structural equation modeling was used to test whether the structural relations among religiosity predictors and child outcomes differed by child maltreatment status and child gender. We found evidence of parent-child religiosity interaction suggesting that (1) parents' frequent church attendance was related to lower levels of internalizing symptomatology among nonmaltreated children with low church attendance and (2) parents' importance of faith was associated with lower levels of internalizing and externalizing symptomatology among nonmaltreated children with low faith. The results suggest that independent effects of parents' religiosity varied depending on children's religiosity and parent-child relationship.
Introduction
The existing literature on the role of religiosity in youth development is in general consensus that child/adolescent religiosity promotes positive development and offers protection against risk behaviors and mental health problems. Past research has identified religiosity as having a protective effect against conduct problems, delinquency (Lerner & Galambos, 1998; Marsiglia, Kulis, Niery, & Parsai, 2005; Pearce, Jones, Schwab-Stone, & Ruchkin, 2003) , and depression (Pearce, Little, & Perez, 2003; Schapman, & Inderbitzen-Nolan, 2002; Wright, Frost, & Wisecarver, 1993 ) among children and adolescents. In studying the role of religiosity among children, parents' religiosity deserves attention because of its relation to both children's religiosity and adjustment. Parents can have considerable influence over their children's beliefs and behaviors, including religiosity in childhood and adolescence. Yet, no systematic study has been conducted with regard to the role of parents' religiosity in behavioral adjustment among maltreated children. The current study examines the contributions of both parents' and children's religiosity and the interaction effects between parents' and children's religiosity to behavioral adjustment among high-risk children with and without maltreatment experiences.
Religiosity seems to be a protective mechanism against the detrimental effects of risk factors, including familial adversity and stressful life events. The notion of personal religion or faith as a resilience factor appears in the early work of resilience research. In a longitudinal study of resilience, Werner and Smith (1982) followed a group of high-risk children who were born into poor and troubled families into adulthood. For those resilient individuals who fared well academically and interpersonally by age 18, spirituality/religiosity was identified among the most important protective factors associated with resilience. This finding implies that religiosity may be a moderating factor (i.e., a resilience factor) in the link between earlier negative life events and later developmental outcomes. Similarly, other researchers have revealed that religious beliefs and church attendance form an important coping mechanism for negotiating life stresses. For example, adolescents who lived in high-poverty areas were more likely to stay on track academically if they were high in church attendance compared to those who were low in church attendance (Regnerus & Elder, 2003) . Another study reports that religiosity may be a resilience factor that accounts for why some teen mothers and their children, who are at increased risk for negative developmental outcomes, fare better than others. In a sample of adolescent mothers and their children, mothers with greater religiosity (defined as church involvement and dependence on church officials and members) had higher educational attainment, higher self-esteem, and lower depression scores than mothers with lower religiosity (Carothers, Borkowski, Lefever, & Whitman, 2005) .
Child maltreatment represents one of the most profound risk factors that disrupt the course of normal development. Victims of child maltreatment typically evidence difficulties in multiple domains of development including physical, psychological, cognitive, and behavioral development (Cicchetti & Toth, 2005) . Empirical findings have documented that maltreated children show higher levels of both internalizing symptomatology (Bolger & Patterson, 2001; Keiley, Howe, Dodge, Bates, & Pettit, 2001; Manly, Kim, Rogosch, & Cicchetti, 2001 ) and externalizing symptomatology Dodge, Pettit, & Bates, 1997; Manly et al., 2001 ) compared to nonmaltreated children from a similar socio-economic background.
The role of religiosity relating to childhood maltreatment experiences is rather complex. In a recent study of religiosity among maltreated and nonmaltreated children, the protective roles of children's religiosity varied by risk status and gender (Kim, 2008 ). More specifically, child reports of the importance of faith were related to lower levels of internalizing symptomatology among maltreated girls. This finding supports the buffering effects model by showing that the link between children's religiosity and internalizing symptomatology was stronger among maltreated girls compared to nonmaltreated girls. In contrast, children's church attendance was associated with lower levels of externalizing symptomatology for nonmaltreated boys, but not for maltreated boys. It appears that church attendance was not a strong enough protective factor for attenuating the effects of maltreatment on externalizing behaviors among boys. This finding is consistent with the contention that when risk factors outweigh the benefits of the protective factors, children's adjustment will deteriorate despite the presence of those protective factors (Zielinski & Bradshaw, 2006) .
In contrast to the role of children's own religiosity, little is known regarding the mechanisms that underlie the influence of parents' religiosity in child development. However, social control theory (Hirschi & Stark, 1969; Smith, 2003) offers an insightful explanation regarding the buffering effects of parents' religiosity on maladjustment of their children. Social control theory characterizes religious communities as social networks of relational ties that (1) facilitate more informed and effective oversight and control of children by adults who care about them, and (2) model prosocial behavior while reinforcing parental values and controls. Religious parents are more likely to be involved in such relational networks that facilitate oversight of child behavior as well as the child's internalization of adult norms regarding appropriate behavior (e.g., Bartkowski, Xu, & Levin, 2008) .
Indeed, prior studies demonstrate positive effects of parents' religiosity on child adjustment. A study by Caputo (2004) using a national sample of adolescents demonstrated that parents' religiosity (measured by their feelings about religion and religious practices) was positively associated with good physical health and inversely related to substance abuse. In a recent study using a national sample of early elementary school age children, Bartkowski and colleagues (2008) reported that higher frequencies of mothers' and fathers' church attendance were related to lower levels of internalizing and externalizing symptomatology of their children as reported by teachers. Parents' religiosity seems to work together with parents' warm and supportive behaviors and effective monitoring to result in positive behavioral and emotional outcomes among children and adolescents (Bartkowski & Wilcox, 2000; Gunnoe, Hetherington, & Reiss, 1999; Pearce & Axinn, 1998; Wilcox, 1998 Wilcox, , 2002 . Brody, Stoneman and Flor (1996) showed that parents' religiosity (measured by the frequency and the importance of church attendance) was related to positive parenting practices, which in turn were positively associated with cognitive and social competence and negatively associated with internalizing symptomatology among African American children.
The impact of parents' religiosity may depend on child gender. Regnerus (2003a) investigated both parents' and children's religiosity and reported an interesting gender difference showing that parents' religious devotion protected girls better than boys. More specifically, both parents' religiosity and children's religiosity were negatively related to delinquent behaviors among girls. For boys, however, greater parents' religiosity was related to higher delinquency, and their own religiosity was not related to delinquency. Such a finding indicates that parents' religiosity may not provide a uniformly protective influence on their children, but the effects of parents' religiosity on child outcomes may depend on some other contextual factors including child gender.
There is evidence that congruence in religiosity between parents and children is important. Pearce and Axinn (1998) found that mother-child dyads characterized by high congruence in religiosity showed a more positive mother-child relationship. In addition, adolescents who disagreed with their parents about the importance of religion showed greater delinquency than adolescents who agreed with their parents that religion was very important (Pearce & Haynie, 2004) . Prior studies also suggest that intergenerational transmission of religiosity differs depending on child gender and parent-child relationship quality. Boys' religious behaviors are more affected by parental religious modeling than girls' (Flor & Knapp, 2001 ). Religious socialization is more likely to occur in families characterized by considerable warmth and closeness (Myers, 1996; Ozorak, 1989) , and parents' religiosity is more likely to be transmitted to children when there are high levels of parental acceptance and more secure attachment between parent (especially mother) and offspring (Bao, Whitbeck, Hoyt, & Conger, 1999; Granqvist, 2002; Weigert & Thomas, 1972) . Given that the parenting practices of adults who maltreat their children tend to be more authoritarian (i.e., less accepting and more punitive) than those of parents who are nonmaltreaters (Baumrind, 1995) , it is expected that congruence between parents' and children's religiosity will be weaker in maltreating families than nonmaltreating families.
One critical issue in studying children's religiosity is to examine the interdependence between parents' and children's religiosity on child outcomes. There exists a notable resemblance between parent and offspring religiosity in childhood and adolescence, with a correlation typically greater than .50 (e.g., Flor & Knapp, 2001 ). In addition, behavior genetics studies indicate that heritability of adolescent religiosity due to genetic factors is weak and that variances in religiosity are explained mostly by family environment factors (most often indicated by parenting behaviors) (D'Onofrio, Eaves, Murrelle, Maes & Spilka, 1999; Koenig, McGue, Krueger, & Bouchard, 2005) . Collectively, the findings imply that family resemblance comes from the fact that children adopt their parents' levels of religiosity and further points out the need for considering parent religiosity in drawing conclusions about the role of child/ adolescent religiosity.
To our knowledge, no systematic investigation has been performed on parents' and children's religiosity simultaneously relating to behavioral adjustment among maltreated children. In the present study, we performed dyadic data analyses to examine unique contributions of parents' religiosity, above and beyond the contribution of children's own religiosity, and the interaction between parents' and children's religiosity to predicting child adjustment outcomes. Specifically, if parents' religiosity had buffering effects, then the protective effects of parents' religiosity on child behavioral adjustment will be stronger among maltreated children than nonmaltreated children. Alternatively, if the impact of parents' religiosity is attenuated by negative parenting behaviors that are associated with child maltreatment, then parents' religiosity will have stronger effects on child outcomes among nonmaltreated children than maltreated children. Furthermore, we investigated whether the impact of parents' religiosity may vary depending on the level of children's religiosity. Finally, we examined whether the associations between parents' and children's religiosity predictors and child adjustment outcomes may differ between maltreating and nonmaltreating families and between boys and girls.
Methods

Participants
Participants in the present study consisted of 170 maltreated children (99 boys and 71 girls) and 159 nonmaltreated children (69 boys and 90 girls) who attended a summer day camp research program in a Northeastern urban city and their primary caregivers (88% mothers, 4% fathers, 5% grandmothers, 3% others). The summer camp program was designed to provide maltreated and nonmaltreated children from economically disadvantaged families with a naturalistic setting in which children's behavior and peer interactions could be observed in an ecologically valid context. Children were between the ages of 6 and 12 years (M = 10.19 years, SD = 1.81). The sample consisted of children from diverse ethnic backgrounds: 64% African American, 17% European American, 16% Hispanic American, and 3% other ethnic groups. Table 1 presents demographic information for the maltreating and nonmaltreating comparison families. The maltreated group and the nonmaltreated group were comparable with respect to demographic features including child age, child ethnicity (White vs. non-White), family reliance on welfare (receiving full or partial Temporary Assistance for Needy Families or TANF), and parental marital status (being headed by single parents, almost all families were headed by mothers). There were more boys in the maltreated group compared to the nonmaltreated group, consistent with gender ratios in the maltreated population. More families in the maltreated group belonged to the lower socioeconomic status compared to the families in the nonmaltreated group (the two lowest socioeconomic strata defined by Hollingshead, 1975) . In addition, there were significant differences between the maltreated group and the nonmaltreated group in regard to parental ethnicity (White vs. non-White) and parental education levels (having less than or equal to a high school diploma). Parent and child demographic variables (child age, child gender, child ethnicity, parent age, parent gender, parent ethnicity, and parent education) were not significantly related to child outcome variables (internalizing and externalizing symptomatology), with the only exception being a moderate yet significant correlation between child ethnicity and externalizing symptomatology. Ethnic minority children showed greater externalizing symptomatology than ethnic non-minority children (r = .12, p < .05). Because the demographic variables, in general, were not significantly correlated with the dependent variables (child outcomes), they were not included in the main analyses.
Procedure
Maltreated children had been identified through the Department of Human and Health Services (DHHS) as having experienced child maltreatment. A staff member from the DHHS assisted in obtaining parental consent for examination of the DHHS records. All existing DHHS records were coded by raters utilizing a standardized classification system for child maltreatment developed by Barnett, Manly, and Cicchetti (1993) . Because most families in which maltreatment reports occurred were of lower socioeconomic status and had high rates of poverty, the nonmaltreated low-income comparison group was recruited from families receiving Temporary Assistance to Needy Families (TANF). These families were selected based on their similarity to the demographic characteristics of the maltreating families. Prior to recruitment, the DHHS staff member screened those potential families for any history of child maltreatment based on searches of the Child Protective Services (CPS) maltreatment registry. Screened TANF families with children in the target age range were randomly selected and approached for enrollment in the same way as the maltreating families. Parental consent was obtained from targeted families to review the DHHS records to confirm the absence of any documented maltreatment in these families. If any reports of child maltreatment or any ambiguous child maltreatment information were discovered for a family, the child was not included in the study.
Possibly eligible families were administered screening interviews by telephone or in their homes to inform them about the study procedures and camp program, and to obtain written informed consent and demographic information from the primary caregivers. About 90 % of families who were approached agreed to have their children participate in the summer camp program. In camp, children participated in a variety of recreational activities that were appropriate to their developmental level and interests in groups of six to eight same-age and same-sex peers. In addition, the children took part in a variety of research assessments. Every week, six groups of children participated in the camp and each camp group was led by three trained camp counselors. Half of the children in each of the groups were maltreated and the other half were nonmaltreated. Camp lasted for 5 days, 7 hours per day, providing a total of 35 hours of interaction between children and counselors (see Cicchetti & Manly, 1990 , for detailed descriptions of camp procedures). The counselors, who were unaware of the children's maltreatment status and of the research hypotheses, completed a number of assessment instruments at the end of each week. Primary caregivers were interviewed and administered study measures during home visits that were completed within about one month of their child's camp attendance.
Measures
Child Maltreatment-The narrative reports of the maltreatment incidents from the DHHS records were coded according to the Maltreatment Classification System (MCS, Barnett et al., 1993) . The MCS provided operational definitions and specific criteria for rating the severity of multiple subtypes of maltreatment (See Barnett et al. 1993 , for a detailed description of the nosological system used to code incidents for maltreatment). Severity of each subtype was rated along a 5-point scale, with 1 indicating mild maltreatment to 5 indicating severe maltreatment of the specified subtype. Additionally, the MCS coding involved measurement of onset and frequency of each subtype, perpetrator(s) within each subtype, and the developmental period(s) during which each subtype occurred.
Among maltreated children, 62% had been emotionally maltreated, 78% had been neglected, 27% had been physically abused, and 6% had been sexually abused. Consistent with the high co-occurrence of subtypes that are found in the literature (cf. Manly et al., 2001 ), 58% of the maltreated children in this sample experienced two or more forms of maltreatment. The majority of maltreated children (95%) had their parents as perpetrators for some form of maltreatment. More specifically, 88% of the maltreated children had mothers as perpetrators, 40% had fathers as perpetrators and 37% had others (e.g., relatives) as perpetrators. For each subtype, weighted kappa statistics were calculated to account for reliability. Interrater agreement was good, with kappas of 1.0 for sexual abuse, .94 for physical abuse, .78 for emotional maltreatment, and a range of .79-.85 for physical neglect.
Religiosity-The religiosity measure used for both parents and children consisted of 2 items adapted and revised from the National Survey of Children (NSC; e.g., Gunnoe & Moore, 2002) . The first item assessed organizational religiosity by asking frequency of attendance at religious services and activities: Responses ranged from 1 (Two or three times a week) to 5 (Never). The second item assessed personal religiosity by asking the importance of religious faith with responses ranging from 1 (Very important) to 5 (Not at all important). These two items were reverse coded so that higher scores reflected greater religiosity.
Children's behavior problems-Children's internalizing and externalizing behaviors were rated by camp counselors using the Teacher's Report Form of the Child Behavior Checklist (TRF, Achenbach, 1991) . The TRF is a widely used and well-validated instrument to assess a wide range of child behavioral disturbance. It consists of 118 items about behavioral problems rated for frequency of occurrence, including two broadband dimensions of child symptomatology -externalizing behavior problems (e.g., aggressive behaviors, delinquent behaviors) and internalizing behavior problems (e.g., withdrawal, somatic complaints, anxietydepression). Two counselors' scores (T scores) for each child were averaged to obtain individual child scores for externalizing and internalizing symptomatology. Inter-rater reliabilities (intraclass correlations) were from .84 for externalizing symptomatology and .78 for internalizing symptomatology.
Data analysis strategy
The present investigation used a series of t-tests to examine the differences in parents' and children's religiosity and behavioral adjustment outcomes between the maltreated and the nonmaltreated groups. Given the high overlap in the multiple maltreatment subtypes, maltreated and nonmaltreated groups, rather than distinct subtypes, were compared. We examined relative contributions of parents' religiosity and children's own religiosity to predicting child behavioral adjustment by using the Actor-Partner Interdependence Model (APIM; Kenny, Kashy, & Cook, 2006) . It was crucial to consider nonindependence between parents' and children's religiosity scores, because two scores from the two members of parentchild dyad might be more similar to each other than were two scores from two people who were not members of the same dyad. The interdependence between parents' and children's religiosity was estimated by the interaction between parents' and children's religiosity. We performed a four group structural equation model (SEM) to test whether the contributions of parents' and children's religiosity and their interaction to child outcomes differed by child maltreatment status and child gender. Table 2 shows means and standard deviations for study variables. Maltreated children, compared to nonmaltreated children, exhibited significantly higher levels of externalizing symptomatology, t (327) = 2.08, p < .05, and higher levels of internalizing symptomatology with a marginal significance, t (327) = 1.80, p = .07. With respect to religiosity, nonmaltreated children were higher in reporting the importance of faith than maltreated children, t (327) = 1.93, p = .05. However, there was no significant difference between the maltreated and nonmaltreated groups with respect to children's church attendance or parents' church attendance and importance of faith.
Results
We used the APIM with parent-child dyads as a unit of analysis to test whether parents' religiosity and interaction of religiosity between parents' and children's religiosity make unique contributions to predicting child behavioral adjustment beyond the contribution of children's own religiosity. In the APIMs, the actor effect was shown as the effect of children's religiosity on child outcomes whereas the partner effect was shown as the effect of parents' religiosity on child outcomes. We also tested whether the effect of parents' religiosity on child behavioral adjustment was moderated by the level of children's religiosity (i.e., actor-partner interaction). The main effect variables of parents' and children's religiosity were centered prior to conducting the path analysis in order to reduce the multicollinearity between predictors and their interaction terms. The interaction between parents' and children's religiosity was computed by multiplying parents' religiosity by children's religiosity. In the path models, religiosity predictors (parents' religiosity, children's religiosity, and the parent-child religiosity interaction) were allowed to covary with one another, and measurement errors were allowed to be correlated with each other between internalizing and externalizing symptomatology.
Multiple group SEM analyses were conducted in order to test if the influences of parents' religiosity, children's religiosity, and parent-child religiosity interaction on child behavioral adjustment outcomes differ between maltreated and nonmaltreated groups and between boys and girls. In these four group SEM analyses, parameters were simultaneously estimated for four gender-by-maltreatment covariance matrices. Table 3 presents Pearson product-moment correlations of parents' and children's religiosity and child internalizing and externalizing symptomatology separately for the four groups of maltreated boys, maltreated girls, nonmaltreated boys, and nonmaltreated girls.
A series of hierarchically related (nested) models were tested to examine the invariance of parameters across the four groups. More specifically, in the Configural Invariance model, all parameters were freely estimated to test whether the patterns of structural relations, rather than the actual numerical values, were invariant between the two groups. This configural invariance model was the least restricted model among the models tested. In the Equal Gender Effect model, equality constraints were imposed to test numeric invariance of the parameters for the effects of parents' and children's religiosity and the interaction between parents' and children's religiosity on child behavioral adjustment between two gender groups within the maltreated or the nonmaltreated group (e.g., maltreated boys = maltreated girls; nonmaltreated boys = nonmaltreated girls). Finally, in the Equal Maltreatment Effect model, cross-group equality constraints were imposed between the maltreated and the nonmaltreated groups for the effects of parents' and children's religiosity and the interaction on child outcomes. The adequacy of the equality constraints were tested using nested chi-square difference tests (Bollen, 1989) .
The results of a nested modeling comparison are summarized in Table 4 . For the APIM with parents' and children's church attendance, the equality constraints across gender did not lead to a significant decrement in model fit. The result indicated that the effects of parents' and children's church attendance and their interaction on child behavioral adjustment were similar between boys and girls within the maltreated or the nonmaltreated group. We further imposed equality constraints between the maltreated and the nonmaltreated groups, and these additional equality constraints degraded the model fit. The result suggested that the effects of parents' and children's church attendance and their interaction on child internalizing and externalizing symptomatology differed significantly between the maltreated and the nonmaltreated groups. As shown in Figure 1 , the best-fitting model (the Equal Gender Effect model) indicated that the interaction effect between parents' and children's church attendance was significant for internalizing symptomatology among nonmaltreated children (B = .76, SE = .30, p < .05). In addition, in the nonmaltreated group, parents' church attendance was significantly related to lower levels of internalizing symptomatology among their children (B = −.95, SE = .46, p < . 05). In contrast, parents' and children's church attendance and their interaction were not significantly predictive of child behavioral adjustment in the maltreated group.
Similar to the APIM of church attendance, the Equal Gender Effect model was the best-fitting model for the APIM involving parents' and children's importance of faith (see Table 4 ). This result suggests that there were no significant gender differences with respect to the effects of parents' and children's importance of faith and their interaction on child internalizing and externalizing symptomatology. However, there were significant differences between the maltreated and the nonmaltreated groups with respect to the main and interactive effects of parents' and children's importance of faith on child outcomes. As can be seen in Figure 2 , the interaction between parents' and children's importance of faith was associated with externalizing symptomatology among nonmaltreated children (B = 1.04, SE = .48, p < .05). In addition, the interaction effect was marginally significant for internalizing symptomatology among nonmaltreated children (B = .69, SE = .37, p = .07). The findings indicated that the effects of parents' importance of faith on child maladjustment varied depending upon the level of children's importance of faith. There were no main effects of children's importance of faith in the maltreated group. In the nonmaltreated group, however, children's importance of faith was positively related to internalizing symptomatology (B = 1.64, SE = .71, p < .05). We further tested whether this counter-intuitive regression coefficient can be explained by the presence of suppression effects. We examined a path model that estimated covariance coefficients (instead of regression coefficients) between the predictors of parents' and children's importance of faith and the outcome of internalizing symptomatology. The result indicated that children's importance of faith was not significantly associated with internalizing symptomatology (B = .81, SE = .49, p = .10), whereas parents' importance of faith is negatively correlated with internalizing symptomatology with a marginal significance (B = −1.75, SE = . 93, p = .06). It appeared that the regression coefficient of children's importance of faith on internalizing symptomatology became significant in the presence of other predictors (such as parents' importance of faith and the interaction between parents' and children's religiosity), suggesting the possibility of suppression effects (Darlington, 1968; MacKinnon, Krull, & Lockwood, 2000) .
The degree of interdependence of parent-child religiosity was examined by the correlations between parents' and children's religiosity in the APIMs (Kenny et al., 2006) . The correlation between parents' church attendance and children's church attendance was significantly higher for the nonmaltreated group (r = .51, p < .05) than the maltreated group (r = .17, p = .10), Z = 3.51, p <.05. Similarly, the degree of parent-child concordance in importance of religious faith appeared higher for the maltreated group (r = .22, p = .07) compared to the nonmaltreated group (r = .12, p = .24), although the difference between these two correlations was not statistically significant, Z = 1.02, p = .31. Significant interactions were followed by testing simple effects in order to identify the nature of the moderated effects that were obtained. We divided the sample into two groups according to the level of children's religiosity and examined the effect of parents' religiosity on behavior adjustment. First we tested the effect of parents' church attendance on internalizing symptomatology among nonmaltreated children separately for the low church attendance group (i.e., nonmaltreated children whose church attendance score was below the group mean, n = 77) and the high church attendance group (i.e., nonmaltreated children whose church attendance score was equal to or greater than the group mean, n = 82). The results revealed that higher parents' church attendance was significantly predictive of internalizing symptomatology in the low church attendance group (B = −1.76, SE = .64, p < .05), whereas parents' church attendance was not significantly related to internalizing symptomatology in the high church attendance group (B = −.24, SE = .59, p = .69).
Similarly, with respect to importance of faith, higher parents' importance of faith was significantly predictive of internalizing symptomatology (B = −1.80, SE = .64, p < .05) and externalizing symptomatology with a marginal significance (B = −1.81, SE = .93, p = .06) in the low faith group (i.e., nonmaltreated children whose importance of faith score was below the group mean, n = 49). However, parents' importance of faith was not significantly related to either internalizing symptomatology (B = −.22, SE = .43, p = .61) or externalizing symptomatology (B = .10, SE = .49, p = .84) in the high faith group (i.e., nonmaltreated children whose importance of faith score was equal to or greater than the group mean, n = 110).
Discussion
The current investigation examined independent effects of parents' and children's religiosity and the interdependence between parents' and children's religiosity on behavioral adjustment among high-risk children with or without earlier maltreatment experiences. Our findings suggested that among nonmaltreated children, parents' religiosity was significantly predictive of child behavioral adjustment, especially when children's religiosity was lower. In addition, the interdependence between parents' and children's religiosity was stronger for the nonmaltreated group than the maltreated group.
The protective effects of parents' religiosity found in this study suggest differential roles of parents' religiosity in the development of internalizing and externalizing symptomatology between maltreated and nonmaltreated children. Specifically, parents' religiosity seems to be more influential for child adjustment outcomes when the parent-child relationship is more positive. Only for the nonmaltreated group, children whose parents reported higher importance of faith showed lower levels of externalizing and internalizing symptomatology, and those whose parents reported higher church attendance showed lower levels of internalizing symptomatology. More importantly, the evidence of parent-child religiosity interaction suggested that parents' religiosity exerted stronger protective effects when children's religiosity was low. Parents' frequent church attendance was related to lower levels of internalizing symptomatology among their children, especially when the children's reports of church attendance were low. This finding is consistent with the previous findings by Bartkowski et al. (2008) showing that religious attendance of parents was related to lower levels of adjustment problems, such as internalizing and externalizing symptomatology, in the national sample from the Early Childhood Longitudinal Study. The current study provides further evidence that the protective effects of parents' religiosity were particularly strong when children's religiosity was low.
We found that higher levels of parents' importance of faith were associated with lower levels of child externalizing symptomatology only among nonmaltreated children who reported lower levels of importance of faith. This finding suggests that religious behaviors and beliefs offered by parents have protective effects against child externalizing symptomatology as social control theory predicts. It is plausible that religious parents may be better in their monitoring of their children's behaviors (e.g. Brody & Flor, 1998; Gunnoe et al., 1999) , which in turn results in reduced levels of externalizing symptomatology. Research to directly investigate the role of parental monitoring behaviors in accounting for the link between parents' religiosity and child externalizing symptomatology would be informative.
Our data demonstrated that parent reports on both church attendance and importance of faith were related to lower levels of internalizing symptomatology among nonmaltreated children with low religiosity. Prior studies have demonstrated a positive relationship between parents' religiosity and the warmth and emotional support provided by parents (Brody & Flor, 1998; Gunnoe et al., 1999) . In addition, more religious parents seem to have more satisfying relationships with their children. In a study examining the impact of family religious life on mother-child relationship, mothers' view of the importance of religion had a strong positive effect on their report of the mother-child relationship quality and was also related to children's reports of the mother-child relationship quality (Pearce & Axinn, 1998) . As Mahoney and colleagues suggested, religious involvement may provide a cultural resource within a family that can be used to resolve conflicts and enhance cohesion among its members (Mahoney, Pargament, Murray-Swank, & Murray-Swank, 2003) . In light of these previous findings, it may be that parents' religiosity promoted more positive parenting behaviors, and more positive parent-child relationships were associated with lowered internalizing symptomatology among their children. Future research will need to examine parental emotional support and involvement to test the possibility of the mediational link between parents' religiosity and child internalizing symptomatology through parenting characteristics.
Given that parents provide a considerable share of their children's internalized values (Regnerus, 2003b) , some shared religious practices and similar religious beliefs between parents and children were expected. Our data revealed that the evidence for shared religious practices between parents and children was stronger in nonmaltreating families than in maltreating families. This finding is consistent with conclusions drawn from prior research that intergenerational transmission is more likely to occur in the families with more positive parentchild relationships (e.g., Bao et al., 1999) . Research has shown that experiences of poor quality caregiving are related to the development of negative representational models of attachment figures (Cicchetti, 1991; Crittenden & Ainsworth, 1989) . Child maltreatment reflects an extreme of caregiving dysfunction, and a greater percentage of insecure attachment relationships with primary caregivers have been documented among maltreated children (Crittenden, 1988; Toth & Cicchetti, 1996) . We speculate that insecure attachment and poor quality parent-child relationships in maltreating families may explain why shared religious practices are less likely to appear in maltreating families than in nonmaltreating families. In the current sample, about nine percent of maltreated children were in foster or kinship care; therefore, interpretations involving assumptions about the parenting practices of caregivers in the maltreated group should be made cautiously with such a caveat in mind.
In addition, interdependence between parents' and children's religiosity was stronger for church attendance than for importance of faith. This is consistent with the results from a longitudinal study of depressed and non-depressed mothers and offspring by Miller, Warner, Wickramaratne, & Weissman (1997) that demonstrated higher levels of mother-offspring concordance in church attendance compared to mother-offspring concordance in importance of religion (when the offspring were young adults).
Our data indicated that maltreated children reported lower levels of importance of faith than nonmaltreated children; however, the two groups did not differ in terms of the frequency of church attendance. Thus, the finding is only partially supportive of previous studies with adults that indicated a significant influence of child maltreatment on religiosity (e.g., Finkelhor, Hotaling, Lewis, & Smith, 1989; Hall, 1995; Kane, Cheston, & Greer, 1993) . For example, adults who experienced maltreatment committed by fathers during childhood were lower in religious involvement (Bierman, 2005) . This finding indicated that the victims of paternal maltreatment may form a negative view of God, often identified as a paternal figure, and hence result in a lower level of religious involvement. It may be that the nonsignificant difference in church attendance between maltreated and nonmaltreated children is in part due to the fact that children's church attendance may largely reflect the family's or the parents' church attendance rather than children's own volition. Our findings extend previous research on the link between maltreatment and religiosity by examining the associations between maltreatment and the two independent yet correlated dimensions of religiosity (i.e., church attendance and importance of faith) in childhood.
From a measurement perspective, our findings point out that it is important to involve diverse dimensions of religiosity measures. The two measures of church attendance and importance of faith used in this study showed differential effects on children's adjustment. This finding indicates that the different measures of religiosity used in the present study represent independent variance of religiosity. In addition, the result is largely consistent with the viewpoint that organizational religiosity (such as church attendance) and personal religiosity (such as importance of faith) represent separate religious dimensions (e.g., George, Ellison, & Larson, 2002) .
Several limitations of the present study suggest directions for future research. First, more systematic and comprehensive theoretical and empirical examination is required regarding the protective effects of parents' and children's religiosity in the development of children at risk. Additional studies are needed to identify processes by which religiosity affects developmental outcomes of earlier child maltreatment experiences by promoting resilience and reducing negative adjustment. For example, research on the mechanisms by which religiosity exerts its buffering effects on behavioral maladjustment may include some personality factors, especially the self-system, such as self-concept and self-regulation (e.g., George et al., 2002; McCullough & Willoughby, 2009 ). An additional caveat is that the data for this study were cross-sectional. Therefore, causality in the relations between parents' and children's religiosity and child behavioral adjustment could not be verified in the structural equation models. Replications and extensions of our design are encouraged. Particularly, future studies with prospective longitudinal designs will make it possible to examine how religious protective processes change with development across life span. Finally, in future studies, it is recommended to consider individual characteristics and contextual factors that may determine the roles of religiosity as protective or risk factors (e.g. Crawford, Wright, & Masten, 2006) . Unlike the findings of this study, which showed both parents' and children's religiosity as protective factors, religiosity may be a risk factor for some individuals in some contexts (e.g., Bartkowski et al., 2008) .
We found that parents' religiosity makes significant contributions (independent of children's own religiosity) to protecting nonmaltreated children from developing internalizing and externalizing symptomatology, especially when children's religiosity is low. The findings of this study enhance our understanding of the role of parents' religiosity by demonstrating that the protective role of parents' religiosity varied by parent-child relationship quality (reflected on maltreatment) and children's religiosity. The results illustrate the utility of future research involving the transactions of risk and protective processes in both child and familial levels in studying developmental pathways to maladaptation. Such work promises to generate new knowledge that will be useful for the development of effective prevention and intervention programs. Particularly, this study's findings indicate that a range of parents' and children's religious behaviors and practices can be assessed in translational prevention research. It is recommended that healthcare professionals, psychologists, and social workers working with high-risk children and their families consider the role religiosity plays in the development of prevention and intervention programs to alleviate distress and enhance stress coping. Maximum likelihood estimation (standardized coefficients) of a path model for parent and child church attendance and their interaction predicting child internalizing and externalizing symptomatology. Maltreated group is on left and nonmaltreated group is on right. * p < .05; ( * ) p = .05. Maximum likelihood estimation (standardized coefficients) of a path model for parent and child importance of faith and their interaction predicting child internalizing and externalizing symptomatology. Maltreated group is on left and nonmaltreated group is on right. * p < .05. Note. p(exact) = probability of an exact fit to the data; CFI = comparative-fit index; RMSEA = root mean square error of approximation; p(close) = probability of a close fit to the data; Δχ 2 = difference in likelihood ratio tests; Δdf = difference in df; p(d) = probability of the difference tests.
